connected with the structural anomaly of chromosome 18 in this case (Stewart et al., 1970) . A causal relation between the GH deficiency and the deletion of chromosome material is suggestive, but the association could be coincidental. Deficiency of a pituitary hormone has not been hitherto reported as a feature of any of the chromosomal syndromes, though a probably impaired GH response was found in one of 12 patients with an autosomal aberration recently reported by Ruvalcaba, Thuline, and Kelley (1972) . Apparently, our patient has deficient secretion of GH, but, in addition some disturbance of the peripheral growth mechanism independent of GH deficiency (such as in 45,X syndrome), since (Sarot, Weber, and Schechter, 1970) . Peritoneal dialysis has occasionally been used to prepare these patients for surgery when cardiac failure proved intractable. We successfully treated a child with diureticresistant cardiac failure caused by active bacterial endocarditis by peritoneal dialysis and aortic valve replacement.
Case report A previously healthy 12-year-old boy developed fever, splenomegaly, aortic insufficiency, and congestive cardiac failure. 3 Because he was refractory to conventional decongestive measures, and because his electrolyte disturbance persisted, the patient underwent peritoneal dialysis with a commonly available dialysis solutiont to which solution were infused, left in the peritoneal cavity for 30 minutes, and withdrawn. The infusion was repeated 37 times in 24 hours until 3825 cm3 excess fluid had been removed. Before dialysis serum Na was 122, K 5-2, Cl 80 mEq/l.; blood urea was 64 mg/100 ml and Hb 12 g/100 ml. After dialysis serum Na was 130, K 3 3, Cl 88 mEq/l.; blood urea was 42 mg/100 ml and Hb 14-2 g/100 ml.
Cardiac catheterization, carried out immediately after dialysis showed severe aortic incompetence with a left ventricular end-diastolic pressure of 57, equal to the aortic diastolic pressure. There was no mitral valve lesion. A Cutter-Smelloff ball valve aortic prosthesis was inserted the same aftemoon. The excised aortic valve was congenitally bicuspid with right and left coronary cusps fused into a median raphe. The noncoronary cusp was totally destroyed by verrucous endocarditis, cultures of which grew penicillin-resistant Staph. albus.
Postoperatively he was treated with a 6-week course of methicillin and streptomycin. His postoperative course was complicated by hypoalbuminaemia and cardiac failure. These complications were corrected, and 2 months after operation he was ambulatory; there were no signs of cardiac failure and he was discharged home receiving digoxin and frusemide. 6 months after operation he was free of congestive cardiac failure and had only mild dyspnoea on exertion.
Discussion
Aortic valve replacement is a well recognized treatment for active primary endocarditis (Sarot et al., 1970; Manhas et al., 1970) . The current mortality from medical treatment is about 30%, the main cause of death being uncontrolled cardiac failure. Severe heart failure after intensive diuretic treatment is often associated with low serum sodium and chloride, possibly due to inappropriate secretion of antidiuretic hormone, and will not respond to further diuretic drugs. The usual methods of correction such as water restriction and acidifying regimens are slow, and their use is limited by side effects. Peritoneal dialysis in a poor-risk patient made cardiac catheterization and valve replacement possible by rapidly changing serum electrolyte levels and reducing total body water.
This technique has been used to prepare adult patients with intractable congestive heart failure for cardiac catheterization and operation (Cairns et al., 1968 ), but we know of only one other report (Nors et al., 1966) of its use in treating children. Nors et al. (1966) 
